Physician Workforce for Acne Care in the United States, 2003 Through 2005
A cne is one of the most common reasons to seek dermatologic care in the United States. 1 Owing to the geographically maldistributed workforce and the long wait times to see a dermatologist, 2,3 patients seek acne care from nondermatologist physicians. The objectives of this study were to determine the distribution of providers treating acne and to identify patient characteristics that predict seeking care from a dermatologist vs a nondermatologist physician.
Methods.
We compiled provider data from the 2003 through 2005 National Ambulatory Medical Care Survey (NAMCS) and National Hospital Ambulatory Medical Care Survey (NHAMCS) databases. 4 Beginning in 2002, multistage design variables were used to develop new variables, CSTRATM and CPSUM, which are used with analysis software and an ultimate cluster design for estimating variance. 5 This study used ultimate cluster models with NAMCS and NHAMCS files for each year, which were combined to create a data set limited to acne visits.
An observation qualified to enter our data set if 1 of the 3 diagnoses listed for the encounter contained International Classification of Diseases, Ninth Revision (ICD-9) code 706.1 (acne). Weighted national estimates for all office visits that included an ICD-9 code 706.1 were applied to calculate for combined NHAMCS and NAMCS data. The combined data set from 2003 through 2005 yielded 6 912 606 weighted counts from which the proportion of acne encounters by dermatologists and nondermatologist physicians was examined. The data were analyzed with Software for the Statistical Analysis of Correlated Data (SUDAAN), version 9 (RTI International, Research Triangle Park, North Carolina), which computes appropriate SEs that account for the ultimate cluster design. To de-termine patient demographic predictors for seeing a dermatologist vs a nondermatologist physician, we performed univariate analysis of demographic factors and constructed a multivariable regression model controlling for known confounders (Table) .
Results. Most patients in this study were female (64.0%) and white (87.9%). During 2003 through 2005, 64.6% of patients sought acne care from a dermatologist, while the remainder (35.4%) sought care from a nondermatologist physician. Among nondermatologist physicians, pediatricians provided most of the acne care (16.0%), followed by family practitioners (12.0%), internists (5.4%), and obstetricians/gynecologists (1%) (Figure) . Significant predictors for receiving acne care from a dermatologist were having acne as the primary diagnosis for the encounter (odds ratio [OR], 11.99; 95% confidence interval [CI], 6.51-22.06) and being prescribed isotretinoin (OR, 10.95; 95% CI, 1.92-62.37). In contrast, factors that significantly decreased the odds of seeing a dermatologist included age younger than 18 years Comment. Nondermatologist physicians, especially pediatricians and family practitioners, appear to play an important role in caring for patients with acne. This study underscores the challenges of dermatology workforce shortage and the importance of providing continuing education to nondermatology specialties that are managing skin diseases. This study also highlights the need for improving access for populations underserved by dermatologists.
Correspondence: Dr Armstrong, Department of Dermatology, University of California Davis Health System, 3301 C St, Ste 1400, Sacramento, CA 95816 (aprilarmstrong @post.harvard.edu). Author Contribution: All authors had full access to all of the data in the study and take responsibility for the integrity of the data and the accuracy of the data analysis. , and the risk of OTRs developing SCC is up to 250-fold greater than that of the general population. 1-3 Despite these risks, patients commonly do not seek health care for skin checks, nor do they routinely perform skin self-examinations (SSEs). Moreover, although patients in 1 study recalled being told to use sunscreen, few were aware that their immunosuppressive medication increased skin cancer risk. 4 The present study assesses (1) the optimal time after transplantation to deliver SSE educational intervention; (2) the relationship between lifetime sun exposure and OTRs' perception of SSE importance; and (3) the impact of SCC discussion with a health care worker on the likelihood of SSE performance.
Methods. Participants were solicited from Northwestern Memorial Hospital's OTR registry into 2 phases of the research.
Focus Groups. Twenty-two OTRs with and without SCC history were interviewed with regard to their perceptions of relevance and acceptance of performing SSEs and the best time to receive SCC early detection information.
Cognitive Interviews. Twenty-five OTRs completed selfreport questionnaires 3 to 6 months, 1 to 2 years, or 3 to 7 years after transplantation to assess lifetime sun exposure, SCC awareness and risk perception, perceived importance of and confidence in performing SSEs. Participants' comprehension of an SCC brochure and the optimal time to receive early detection of SCC educational information was assessed via standardized interview.
Results. Focus Groups. Recurrent themes showed that the first few months after transplantation were too early for SCC education. Participants expressed concern about the viability of their new organ, a sense of being overwhelmed by physician visits and new medications, and hesitation to learn about a potential new disease, especially cancer.
Cognitive Interviews. An optimal time for SCC education is 1 year after transplantation (Table) . Perception of the importance of checking the skin did not relate to subjects' lifetime sun exposure (P = .30). Prior discussion with a member of the transplant team about skin cancer did not relate to SSE performance (P=.41). 
